I did not understand the reason of routine cholecystectomy in hydatid liver surgery and lastly, the term of 'anti-scolicidal' is, I think, a misprint.
Thank you very much.
Dear Sir, I read with great interest the article about the surgical treatment of hydatid disease of the liver by Silva et al. [1] , and I thank them for their study. They reported 50% cystobiliary communication rates in hydatid liver cysts, and their study recommended biliary system drainage in those cases. I completely agree with the authors that the rates of cystobiliary communications in the literature are underreported, and we found a rate of 37% [2] . However, I am worried about the routine biliary drainage that may increase postoperative morbidity and hospital stay. Obliteration of the cavity (especially by omentoplasty) is a good alternative for prevention of postoperative biliary complications [3, 4] . In the past, we preferred biliary drainage only in the cases of common bile duct exploration for hydatid jaundice [5] . Nowadays, this procedure has decreased with the opportunity of using preoperative endoscopic retrograde cholangiopancreatography as well. I believe that routine biliary drainage may be an aggressive approach for the hydatid liver cysts with cystobiliary communication.
The second point is using methylene blue for the detection of cystobiliary communications. In an experimental study in rats, we compared the effects of vital dyes (methylene blue and fl uorescein) with normal saline on hepatobiliary system and found better liver function tests and histopathological results with normal saline and fl uorescein than methylene blue [6] . I prefer normal saline instead of vital dyes for detection of cystobiliary communications through the common bile duct. Dyes also have the disadvantage of coloring the surgical area that make it diffi cult to identify the biliary orifi ce, and especially if there is more than one orifi ce.
Reply
Dear Sir, Many thanks for your interest in our paper on the treatment of hydatid disease. In answer to your question you will see, however, that without question in our own series the morbidity and therefore hospital stay was signifi cantly longer in those patients who had cystobiliary communications and did not receive biliary decompression. I accept that there maybe alternatives to the surgical approach used in our series of patients and this could include transcystic biliary decompression or the insertion of an operative transampullary stent. I do not believe that omentoplasty would prevent a bile leak.
I am also not aware of any evidence in the literature to suggest that methylene blue when used in the biliary system in human has any adverse effect. Certainly in our own series we have used methylene blue both within this cohort of patients and within other cohorts of patients without any problems. It is our own impression that methylene blue helps identify cystobiliary communication and is preferential to saline, although of course this is individual surgeon preference.
The reason for routine cholecystectomy in our patients is that these patients are being operated on through a right upper quadrant incision. There is good evidence that upper GI procedures lead to an increase in the instance of gallstones, the median age of our patients is forty one years and the presence of a right upper quadrant incision makes subsequent laparoscopic cholecystectomy almost impossible. We have had no morbidity associated with cholecystectomy in this cohort and I believe that the longterm risks of cholecystectomy are extremely small.
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